
WITNESS INCIDENT REPORT FORM

Complete this form to detail observations of any unusual events, such as accidents, medical
emergencies, criminal acts, or unusual occurrences. For accuracy, submit this within one day of
the event.

Report Date: _____________, 20_____

PERSONAL DETAILS OF REPORTER

● Full Name: ______________________________
● Address: _______________________________
● Identification:☐ Driver’s License No. __________________________________
☐ Passport No. ______________________☐ Other: ______________________

● E-Mail: ________________________________
● Phone: ________________________________

INCIDENT DETAILS

● Date of Incident: _____________, 20_____
● Time of Incident: _____________☐ AM☐ PM
● Incident Location: ______________________________________________________
● Detailed Description of the Incident:

INCIDENT SPECIFICS

● Type of Incident:☐ Accident☐ Medical☐ Criminal☐ Other:
____________________

● Injuries Reported?☐ Yes☐ No
● If yes, detail the injuries:

WITNESS INFORMATION

● Were there other witnesses?☐ Yes☐ No
● If yes, provide witness details:



LAW ENFORCEMENT AND MEDICAL RESPONSE

● Were the police or other authorities notified?☐ Yes☐ No
● If yes, was a report filed?☐ Yes☐ No

● Was medical help provided?☐ Yes☐ No☐ Refused
● If yes, specify location:☐ On-Site☐ Hospital☐ Clinic☐ Other:

__________________

REPORT SUBMISSION

● Signature of Reporter: ____________________________
● Date: _____________, 20_____
● Print Name: _____________________________________

FOR OFFICIAL USE ONLY

● Received By: ___________________________
● Date: _____________, 20_____
● Actions Taken/Planned:
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